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Introduction
According to the 2010 United States (U.S.) Census Bureau there are approximately 50.5
million Latina/os currently living in the U.S., making up 16% of the total population (Humes,
Jones & Ramirez, 2011). While the Latina/o population has been steadily increasing throughout
the years, they continue to report poor access to health care, poor quality of care, and they are
more likely to be uninsured in comparison to non-Latina/os ( Ku & Waidmann. 2003 ) Although
there is support for the Latina/o Health Paradox that finds Latina/o immigrants are in better
health than their native-born counterparts (Markides & Eschbach, 2005) scholars within this
literature generally fail to examine citizenship status. As such, immigrant is conceptualized as
foreign-born and comparisons among immigrant populations have been limited. Non-citizens are
less likely to have private and public insurance and are additionally less likely to have a usual
source of health care (Ku & Matani, 2001). This is a concern given the additional vulnerability
faced by undocumented migrants.
A significant breakthrough in health care in the U.S. came on March 23, 2010 when
President Barack Obama signed [H.R. 3590] The Patient Protection and Affordable Care Act
(PPACA) legislating a “universal” health care system in the U S. Currently, the United States is
the only industrialized nation without a universal health care system in place (Smith, 2010).
The passing of PPACA is intended to increase health care access through an expansion of
insurance coverage for the approximated 50 million under and un-insured individuals living in
the U.S. (Jerome-D’Emilia & Suplee, 2012; Center for Disease Control and Prevention, 2010).
If successful it will reduce the number of uninsured individuals by 60 percent (Jerome-D’Emilia
& Suplee, 2012; Center for Disease Control and Prevention, 2010).

1

While the passing of PPACA is a historical accomplishment it is not a panacea for
all those suffering from lack of health insurance. A large sector of the United States population
will continue to lack health care. Among those who do not qualify are the estimated 11.1 million
undocumented immigrants living in the U.S. (Passel & Cohn, 2012). In order to facilitate the
passing of the bill undocumented persons were excluded from coverage. Not only will
undocumented individuals be ineligible for state and federal insurance coverage but they will
also be unable to purchase or qualify for health insurance subsidies (Hall, 2009:2011; JeromeD’Emilia & Suplee, 2012). This is a change from the current system where undocumented
immigrants are legally allowed to purchase private health insurance, although they still face
financial constrains from doing so. Given that undocumented individuals will not be covered
under the PPACA, it is important to understand how immigration status affects an individual’s
access to health care.
The purpose of this study is to analyze the influence of citizenship status on health care
access among Latina/os. Analyzing the distinct citizenship statuses among Latina/os will provide
us with a more comprehensive understanding of the health care needs of Latina/os. In particular,
the objectives are three fold: 1) to analyze if citizenship status influences whether Latina/os have
a usual place to visit for their health care needs, 2) to examine if citizenship status impacts the
attainment of health insurance (private or public), and 3) to investigate the reasons why Latina/os
lack health insurance. The objectives above will consider four citizenship statuses— those born
in the U.S., naturalized U.S. citizens, Legal Permanent Residents (LPR), and non-citizens / nonLPRs. I utilize survey data from the Pew Hispanic Center for this study. Below I discuss the
literature and methodological approaches.
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Literature Review

In this section I highlight some of the background literature examining the influence of
citizenship status on health care access. First, I begin with a discussion on the controversy
surrounding immigrants and their usage of health care services. Next, I will examine the
influence of immigration/citizenship status on barriers to health care. Lastly, I will discuss the
literature on the impact of immigration/citizenship status on health insurance.
Health Care: Human Right or Privilege?
Currently one of the more controversial issues in our society is whether immigrant
newcomers should have access to societal institutions such as health care. New immigrant
populations have always encountered obstacles in their incorporation into society, although there
are significant differences between today’s immigration wave consisting mostly of Latina/os and
Asians and the waves in the past that were predominated by European groups (Saenz, Morales,
and Ayala 2004). Immigration reform has been debated for almost ten years now. One of the
more pressing concerns is the degree of entitlements that immigrant newcomers should have,
including access to health care.
Documented immigrants that come to the United States must meet many health
requirements and are screened by the U.S. Department of Homeland Security before entry,
arguably to minimize their usage of the health care system in the U.S as well as prevent and
reduce the spread of communicable disease. Many people with communicable disease, mental
illness or drug dependency are ineligible to migrate legally. Despite this, many will still make
their way to the United States as an undocumented person (Smith, 2001). Of course those who
3

are undocumented are able to avoid this kind of health screening. What is imperative is not that
they come, but the possibility of new immigrants not seeking treatment for infectious or treatable
diseases such as drug resistant tuberculosis, hepatitis, sexually transmitted infections (STIs),
HIV/AIDs and parasites (Smith, 2001). This not only affects the individual’s health but could
also potentially put the surrounding population at risk.
Undocumented or unauthorized immigrants are foreign-born individuals who have
entered the United States without proper documentation or immigrants who have entered with
non-immigrant visas and have violated the terms of their stay (Heyman, Núñez & Talavera,
2009). They are also commonly referred to as “illegal aliens” and “illegal” immigrants
(Galarneau, 2011), despite the dehumanizing aspect of such categorizations. This group tends to
be young, primarily poor, and live in areas with shortages of health professionals including
primary, dental, and mental health providers” (Jerome-D’Emilia & Suplee, 2012; Buettgens &
Hall, 2011). For these reasons , in addition to others (i.e. being subjected to deportations),
undocumented immigrants are categorized as a vulnerable population (see Derose, Escarce &
Lurie, 2007). In the case of health care access, “Vulnerable populations are defined as those at
greater risk for poor health status and health care access” (Shi & Stevens, 2004, pg. 148). In
addition to having a precarious citizenship status, other characteristics of vulnerable populations
included ethno-racial minorities, low income and inadequate access to health care (Shi &
Stevens, 2004, pg. 148), all of which are a concern for Latina/os who in addition to their ethnic
status tend to be of primarily low income (Saenz, Morales, and Ayala 2004).
There are many general misconceptions about immigrants and their purpose for
relocating to the United States. One common belief is that the primary reason that immigrants
come to the U.S. to obtain health care, although previous research contradicts this belief (King,
4

2007). The evidence indicates that Latina/os are less likely than non-Latina/o groups to utilize
emergency visits, to have a usual place for health care needs and they report fewer physician
visits (Rodriguez, Bustamante & Alfonso, 2009). Moreover, foreign-born individuals are less
likely to use health care services and more likely to lack health insurance than the general U.S
born population (Jerome-D’Emilia & Suplee, 2012; Thamer et. al., 1997). Undocumented
immigrants, with the exception of childbirth, are the least likely to have ambulatory visits and
hospital admissions compared to other Latino/as and U.S. born person (Berk et. al. 2000).
Health Care Access: Usual Place for Health Care Needs

Having a usual place for health care needs is commonly used as a measure for health care
access (Durden, 2007; Escarce & Kapur, 2006; Guendelman, et.al., 2005). As discussed above,
non-citizens are less likely than citizens to have a usual place for health care, have primary care
or recent contact with a health care physician (Kaiser Commission on Medicaid and the
Uninsured, 2008).This is a concern given that having a usual place for health services means that
individuals have a greater likelihood of meeting basic health care needs, getting earlier diagnosis
and receiving timely treatment for illnesses, and a decreased risk of a premature mortality
(Berstein, Chollet, Peterson, 2010).Therefore, “having a regular source of care means a person
has established a link with an accessible source of health services and potentially someone from
whom they can receive their needed care” (Shi & Steven, 2004, pg. 149).
Studies have shown that there is a relationship between length of residency in the U.S.
and improved access to health care: residency duration and citizenship status measures and
demonstrate greater inclusion into the US, suggesting that equality and access to care increase
(Durden, 2007; Antecol & Bedard, 2006). A study conducted by Ortega and associates (2007)
5

reported distinct differences in poverty patterns and health care access among U.S. born citizens,
naturalized citizens , LPRs and undocumented immigrants. Most undocumented immigrants fell
below the federal poverty line followed by LPRs, naturalized citizens and U.S. born immigrants.
Furthermore, undocumented immigrants had the lowest proportions of health insurance, usual
place of care, and physician visits. This was again followed by LPRs, naturalized citizen and
U.S. born individuals. However, undocumented immigrants were least likely to report their
health status as poor. This finding is consistent with predictions on the Latina/o Health Paradox
noting that immigrant Latina/os are healthier than native-born Latina/so (Markides & Eschbach,
2005).
Among the barriers that immigrants face in receiving health care access, fear is the most
prominent. Heyman, Núñez & Talavera (2009:12), for instance, argue that, “Fear of authorities
and caution about approaching official institutions are probably the most important barriers to
formal health care.” Many undocumented immigrants do not seek health care out of the fear that
healthcare providers will turn them into immigration authorities, as they are constantly at risk for
arrest and deportation (Heyman ,Núñez & Talavera 2009: pg.4). In a study exploring health care
use among undocumented Latino immigrants, Berk and associates (2011) found that 33% of
undocumented immigrants in Houston, 36% of undocumented immigrants in Los Angeles, 47%
of undocumented immigrants in Fresno and 50% of undocumented immigrants in El Paso
reported fear of seeking health care based on their immigration status.

Based on insights from the literature above I establishing the following hypotheses:
H1: Individuals who are non-LPR non-citizens, as opposed to U.S. born citizens, are less likely
to have a usual place to visit for their health care needs.
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H2: Individuals who are LPR, as opposed to U.S. born citizens, are less likely to have a usual
place to visit for their health care needs.
H3: Individuals who are naturalized U.S. citizens, as opposed to U.S. born citizens, are less
likely to have a usual place to visit for their health care needs.

Citizenship: Public and Private Health Insurance
Having affordable health care insurance enables immigrants and citizens alike to have
better control of their health. Insurance coverage is strongly associated with better health
outcomes (Berstein, Chollet and Peterson, 2010). Not only do the uninsured receive less care for
both acute and chronic conditions but they are also more likely to die prematurely (Berstein,
Chollet and Peterson, 2010). In particular, Bernstein, Chollet, and Peterson (2010:3) argue that,
“Health insurance helps people establish and maintain access to appropriate care, which leads to
better health outcomes.” The uninsured are the least likely to be medically compliant, and have
more costly (out of pocket) and lengthy hospital visits (Berstein, Chollet and Peterson, 2010).
The lack of health insurance also has consequences for the community as a whole. King (2007,
pg.7), for example, states that in communities with higher rates of uninsured individuals there are
more “preventable and communicable diseases as well as higher rates of disability reported’.
Immigration status heavily influences many elements of an individual’s life. For instance,
“Immigration status affects an individual’s access to social services and type of employment”
and thus indirectly affects ones access to insurance coverage and health care (Derose, Escarse &
Lurie:2007) . In comparison to white citizens, non- citizen Latina/os are 2.5 times more likely to
be uninsured(Ku & Waidmann, 2003). A study by Ku & Matani (2001) illustrated that noncitizen adults and their offspring are more likely to be uninsured and have less access to medical
care than insured native born citizen. Indeed, Goldman et al (2005:1646) argued that “Uninsured

7

is a chronic state for undocumented workers followed by LPR and then naturalized immigrants
with similar patterns.” These relationships indicate a connection between immigration status and
access to health insurance. Previous studies on Latina/o’s health use specific measures to
examine immigration status such as generational differences, foreign born vs. native born, and
citizen vs. non-citizen. However, prior authors have rarely analyzed individual citizenship status
categories.
While studies show that Latina/o immigrants tend to have better health outcomes than
U.S.-born Latina/o citizens, their health tends to decline with the increasing years lived in the
United States (Antecol & Bedard ,2006). The Latina/o Health Paradox suggests that Latina/os
have favorable health and mortality rates compared to the non-Latina/o population (Markides &
Eschbach, 2005; Akresh & Frank, 2008). However, there are many factors associated with being
an immigrant that increase the risk of poor health. Some of these include the heightened stress of
relocating to another country, living in poverty, coping with language barriers, and working hard
in dangerous conditions (Smith, 2010). All of these factors can take a physical and mental toll on
undocumented immigrants.
Employment is an important issue for Latina/o immigrants given their propensity to work
in low paying manual jobs. Aside from public insurance many individuals rely on employers to
offer health care benefits. Ku (2006) suggest that immigrants are over represented in jobs with
dangerous working conditions and no health insurance. Therefore, not only are they most likely
to need health care but they are also mostly likely to be unable to afford its cost. According to Ku
(2006) “a key reason for lack of insurance coverage is that immigrant workers, particularly
Latino immigrants, are less likely to be offered insurance at work than citizen workers”. Ku
(2006) believes the low insurance rates can be attributed to the type of employment sectors
8

immigrants tend to work in. For instance, it is not uncommon for employers to misclassify
immigrant workers as independent contractors, temporary, or part-time workers in order to avoid
offering them health benefits (Ku, 2006).
Looking at health care from a political perspective, policies were created by the
government to regulate eligibility and ensure that payments and cost would be covered, either
from personal funds or third payment parties; for example through Medicaid or private/public
health insurance providers (Chavez, Flores, Garza, 1992). Many employers figure out the legal
loopholes in order to not offer health insurance to their workers, public health insurance is not an
option for most immigrants. Many individuals believe that restricting certain essential rights such
as education and health care will deter or at least delay unauthorized migration to the U.S.,
although previous studies find that excluding undocumented immigrants from government
funded health care services will unlikely affect the flow of immigration (Berk, et al., 2000). The
restriction of immigrant access to public health care in contemporary times began with the 1996
Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA) which restricted
federal health benefit to legal immigrants who had been residing in the U.S. less than five years.
Based on the results of a study conducted by the National Survey of American Families, which
analyzed decreasing insurance rates among immigrants, Fix, Zimmerman & Passel (2001:pg.31)
determined that “immigrant families’ are disengaging from the health care system, a
disengagement that appears to have deepened following welfare reform”.
Purchasing private insurance remains an option albeit and expensive option, for many
documented and undocumented immigrants. However, the option of certain federal or state
funded insurance programs is unavailable unless these met specific eligibility requirements.
According to the National Immigration Law center only, legal permanent residents who have
9

been in “qualified” immigration status for 5 years or more are eligible for Full Scope Medicaid,
Children’s Health Insurance Program (CHIP), Medicare “Premium Free” Part A. hospitalization
(based on work history) and Premium “Buy-in” Medicare. Those ineligible for this type of
medical coverage are “non-qualified” immigrants. Non-Qualified Aliens such as nonimmigrants
who enter the country for specific purpose such as students, business visitors, tourist and
undocumented immigrants are considered ineligible for federal and state funded medical
assistance. Recently, Deferred Action Childhood Arrivals (DACA) recipients have also been
excluded from receiving any type of Medicaid or assistance through CHIP. However, all
immigrants regardless of citizenship status, qualify for emergency Medicaid which covers labor
and delivery and medical emergencies. Some undocumented persons do not seek treatment
because they are simply not aware of certain health care provided safety nets.
The lack of access to public health insurance by both documented and undocumented
immigrants is connected to the misinterpretation of the term “public charge.” A public charge as
defined by the U.S. Citizenship and Immigration Services is, “an individual who is likely to
become primarily dependent on the government for subsistence, as demonstrated by either the
receipt of public cash assistance for income maintenance, or institutionalization for long-term
care at government expense” (USCIS, 2009). Since an official public charge can be used to deny
an individual’s immigration status, many immigrants avoid seeking formal health care. Many are
unaware that certain benefits and healthcare services such as Medicaid and Children’s Health
Insurance Program (CHIP) cannot be used as public charges; consequently immigrants may not
seek public health insurance even when they do qualify.
Thus, based on insights from the literature above, I established the following hypotheses
related to access to public or private health insurance:
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H4: Individuals who are non-LPR non-citizens, as opposed to U.S. born citizens, are less likely
to be covered by any type of insurance.
H5: Individuals who are LPR, as opposed to U.S. born citizens, are less likely to be covered by
any type of insurance.
H6: Individuals who are naturalized U.S. citizens, as opposed to U.S. born citizens, are less
likely to be covered by any type of insurance.

Summary of Hypotheses
H1: Individuals who are non-LPR non-citizens, as opposed to U.S. born citizens, are less likely
to have a usual place to visit for their health care needs.
H2: Individuals who are LPR, as opposed to U.S. born citizens, are less likely to have a usual
place to visit for their health care needs.
H3: Individuals who are naturalized U.S. citizens, as opposed to U.S. born citizens, are less
likely to have a usual place to visit for their health care needs.
H4: Individuals who are non-LPR non-citizens, as opposed to U.S. born citizens, are less likely
to be covered by any type of insurance.
H5: Individuals who are LPR, as opposed to U.S. born citizens, are less likely to be covered by
any type of insurance.
H6: Individuals who are naturalized U.S. citizens, as opposed to U.S. born citizens, are less
likely to be covered by any type of insurance.
H7: Of those individuals who do not have health insurance, the non-LPR non-citizens as opposed
to naturalized U.S. citizens, are more likely to attribute their lack of insurance to their
immigration status as oppose to employer not providing insurance or insurance being too
expensive.
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Data and Methods
The hypotheses posed above will be analyzed with the “Hispanics and Health Care in the
United States: Access, Information and Knowledge” survey collected by the Pew Hispanic
Center from July 16 to September 23, 2007. For this survey, International Communications
Group (ICR) a private company was used to conduct the interviews. Optimal Sample Allocation
technique was implemented to obtain an accurate/representational sample of Latinos in targeted
areas. The survey was directed to Latina/os 18 years or older. This dataset is appropriate for my
study given that it is one of the few that documents access to health care for immigrants with
various documentation statuses including those who are non-legal citizen and non-legal
permanent residents. The data were weighted to approximate a nationally represented sample of
Latina/os in the U.S. The Pew Hispanic Center implemented a two-stage weighting design. The
first stage proportionally set cases back to a nationally representative count of Latinos in the
United States while the second stage employed post- stratification weighting to accurately
represent Latinos by demographic and human capital factors on a national level. All of the
analyses includes the weighted data. This sample design includes 1,027 Latina/o participants
ranging between the ages of 18- 97 (Appendix A). The following section discusses the
operational definition for the variables used in the analysis. Variables were classified in terms of
dependent variables (usual place for health care, health insurance, and main reason for lacking
health insurance), independent variables (citizenship status) and control variables (self-reported
health status, human capital, and demographic factors).

12

Dependent Variables
There are three dependent variables in this study used to capture health care access in the
United States. According to Guendelman, Angulo, Wier and Oman (2005) important predictors
of access to health care include having a usual source of care and having health insurance. The
first dependent variable is based on the question, “Is there a place you usually go to when you
are sick?”(1=yes, 2=there is no place, 3=there is more than one place, 98=don’t know,
99=refused). Not having a usual place for health care needs is important to gauge as it is
associated with barriers to health care services. For instance, not having a routine location to
access health care services may be associated with prolonging the diagnosis of an illness,
spreading communicable diseases, not knowing where to go in case of a medical emergency, not
having an established relationship with a medical professional, and not having a preventative
health care regiment. Therefore, having a usual place is coded as “1” for those who have a usual
place or more than one usual place and “0” if the individual has no routine location to access
health care needs.
The second dependent variable is based on the question, “Are you, yourself, now covered
by any form of health insurance or health plan?” “This would include any private insurance plan
through your employer or that you purchase yourself, as well as a government program like
Medicare or Medicaid? (1=yes; 0=no). A limitation of this question is that it combines both
public and private health insurance, thus analysis cannot be conducted separately for each type of
insurance. To follow-up question as to why individuals in this survey do not have health
insurance a third variable is included as a dependent variable. In particular, a third dependent
variable is based on the question “What is the main reason why you do /did not have health
insurance?” A series of dummy variables are constructed to capture those who do not have
13

insurance because it is too expensive (1=yes, 0= no), employer does not offer plan (1= yes, 0=
no), and Other (1= do not need insurance, poor health, family does not cover, or do not know
how to obtain health insurance, 0 = otherwise). Sample size limitations did not allow for an
analysis on each of the variables listed under the Other category. The reference category for
these series of dummy variables is Latina/os do not have insurance due to their immigration
status.
Independent Variable
The independent variable for this analysis is citizenship status. Citizenship status is coded
in a series of dummy variables indicating Latina/os that are non-citizens, non-LPRs (1= yes, 0=
no), Legal Permanent Residents (LPR) (documented immigrants) (1= yes, 0= no) , and
naturalized citizens (1=yes; 0=no) . The reference category for these dummy variables is U.S.
born Latina/o citizens. The category of non-citizens and non-LPR is based on the questions 1)
Are you a citizen of the United States? (1=yes; 0=no), 2) Are you a legal permanent resident?
(1=yes; 0=no). The non-citizen/non-LPR category arguably captures undocumented migrants but
also may include immigrants with liminal legality such as temporary visas.
Control Variables
The first control variable is an indicator of self-reported health. “Self-rated health is
increasingly acknowledged to be an important indicator of health status” (Kimbro, Gorman &
Schachter ,2012). While it is argued that using self-reported health status is an inaccurate form of
measuring health due to its level of subjectivity Idler and Benyamini (1997) argue that selfreported health can “represent complex human judgments about the severity of current illness,
influence behaviors that subsequently affect health status and reflect the presence or absence of
14

resources” .This variable is based on the question “In general, how would you describe your own
health? Would you say it is excellent, very good, good, fair or poor?” Background analysis
revealed that the variables of excellent, very good, good, fair and poor are highly correlated (r =.902**).Dummy variables were created to measure this variable indicating poor health. (1=poor,
0=good). The reference category for this set of dummy variables is good health.
A series of demographic factors that have been documented to influence access to health
care are also included as controls. To start with, age is measured with a series of dummy
variables: 1) 31-44 (1= if the respondent is 31-44; 0 otherwise); 2) 45-55 (1= if the respondent is
45-55; 0 otherwise), 3) 56-64 (1= if the respondent is 56-64; 0 otherwise) and 4) 65-97 (1= if the
respondent is 65-97; 0 otherwise). The age category of 18-30 is the reference category. To date,
most of the literature has been focused on the Mexican-origin population (Lara, M. et. al.,
2005).To account for some of the heterogeneity among Latina/o subgroups a series of dummy
variables are included as controls. Specifically, nationality/ancestry is classified by those who are
from Central American (Costa Rica, El Salvador, Guatemala, Honduras, Nicaragua, and Panama)
(1= Central American; 0= other), South American (Argentina, Bolivia, Brazil, Chile, Colombia,
Ecuador, Guyana, Peru, Uruguay, and Venezuela) (1= South American; 0= other), Caribbean
(Dominican Republic, Trinidad, Cuba, Puerto Rico) (1= Dominican Republic, Trinidad, Cuba,
and Puerto Rico; 0= other) , and Other (U.S. and European) (1=US and European; 0= other) .
Persons of Mexican-origin represent the reference category for this set of dummy variables
(1=Mexican; 0= other). While some studies suggest than Latina/os tend to be healthier in
comparison to non-Latina/o groups (Lara et.al, 2005), it is possible that not all Latino/as subgroups experience health care access in a similar way (Cho et. al., 2004). Gender is an
important determinant of health status and the use of some health services by Latinas (Fuentes15

Afflick & Hessol, 2009; Marshall et. al., 2005; Garces, Scarinci & Harrison, 2006). Moreover,
undocumented women may be eligible for specific biological and reproductive services
(Fuentes-Afflick, & Hessol, 2009).The operationalization definition for sex is 1=males and 0=
females.
A significant portion of the literature on Latina/os and health focuses on issues of
acculturation. Two demographic variables that appear to capture the degree of acculturation are
the length of stay in the U.S. and English language proficiency. According to Finch, Frank and
Vega (2004) English language proficiency is associated with “an inability to take days off of
work for illness and an inability to communicate health problems to health personnel, acting as a
barrier.” Moreover, in a study conducted by Coffman, Shobe and O’Connell (2008) participants
reported being discouraged by their lack of English proficiency in obtaining prescriptions and
described an inability to effectively communicate with their health care providers. The language
proficiency variable used in the current analysis captures those who are dominant in the English
language (1=yes; 0=no) and bilingual (1=yes; 0=no). The reference category is individuals who
are dominant in Spanish.
There is a lack of consensus regarding the influence of length of stay on health. On one
hand, some find that access to health services among undocumented immigrants may improve
with increased time in the U.S. due to improved familiarity with the U.S. healthcare system over
time (Nandi et. al., 2008). On the other hand, it is also argued that increased time in the U.S. is
strongly correlated with a decline in health for immigrant populations. This type of deterioration
in health has been attributed to increased stress, changes in diet, physical activity and other
lifestyle behaviors, low contact with health care providers and an change in substance use
behaviors (Finch, Frank &Vega, 2004; Lara et.al, 2005; Cho et. al, 2004). Length of stay in the
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United States was measured through a series of dummy variables: 1) 6-10 years (1=6-10 years;
0= other), 2) 11-15 years lived in the U.S. (1=11-15 years; 0= other), 3)16+ years ( 1= 16+ years;
0= other). The reference category is individuals who have lived in the U.S. five years or less.
A set of variables was constructed to control for the influence of human capital indicators
on access to health care. To start with, income is perhaps one of the strongest predisposing
human capital factors associated with health care access (Nandi et. al., 2008). Low-income is
associated with health disparities and health outcomes and can also hinder the use of health
services (e.g., Nandi, et.al, 2008; Jerome-D’Emilia & Suplee, 2012). In this study I measure
income with dummy variables: 1) 10,000-25,000 dollars per year (1= yes, 0= no), and 2) 25,00030,000 dollars per year (1= yes, 0= no). For this, a set of dummy variables respondents who
earned less than 10,000 dollars is the reference category.
Plan of Analysis
Background analysis was used to check the accuracy of dummy variable construction,
small cell size and collinearity between variables. Descriptive statistics were used to determine
the frequency and percentages of all the variables in the models (Appendix A). Hypothesis
testing at the bivariate level begins with chi-square. In particular, I examine if there is a
significant relationship between having a usual place and citizenship (Table 1) and having health
insurance and citizenship (Table 2). To further analyze if this relationship holds at the
multivariate level binary logistic regression was used for dependent variables 1 (Table 3) and 2
(Table 4). Given that both dependent variables are dichotomous this is the appropriate method. In
both Table 3 and 4 the analyses is presented as an additive model to assess the influence of
citizenship status alone (model 1), adding self-reported health (model 2), adding demographic
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factors (model 3), and the full model controls for all of the concepts including human capital
indicators (model 4). Only the results for the full model will be discussed.
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Results
Background analysis illustrates an association between citizenship and usual place for
health care needs. (Table 1.) Specifically, 64% non-citizen/non-LRPs reported having a usual
place for health care needs (chi-square=38.699, p<.001), followed by 86% naturalized citizen
(chi-square=17.206, p<.001), and 98% U.S. born citizens (chi-square= 17.125, p<.001). Only
about half of LPRs have a usual place but results are not significant. I suspect that LPR is a broad
citizenship category and it may be possible that the length of stay may matter more for this
group.
Table 1: Percent Usual Place by Citizenship Status
CITIZENSHIP
STATUS

NO

YES

X²

Non-citizen/ NonLPR
LPR

36.4%
63.6%
38.699***
(N=108 )
(N=189 )
23.5%
76.5%
.000
(N=92 )
(N=300 )
Naturalized Citizen
14.4%
85.6%
17.206***
(N=40 )
(N=237 )
U.S.-born citizen
1.6%
98.4
17.125***
(N=1 )
(N=60 )
Source: Pew Hispanic Center 2007 Hispanic Healthcare Survey
* p.<.05
**p. <.01
***p.<.001
Table 2 illustrates an association between citizenship and health insurance coverage at the
bivariate level. Indeed, non-citizen non-LPR migrants are the least likely to have insurance.

Specifically, 35% non-citizen/non-LRPs reported having health insurance (private or public)
(chi-square=61.968, p<.001), followed by 71%% Naturalized citizen (chi-square=44.638,
p<.001), and 84% U.S. born citizens (chi-square= 24.232, p<.001). Approximately 51% of LPRs
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did not have insurance, but the difference did not achieve statistical significance. Being that
migrants who are LPR do not qualify for public health insurance until after they have been in the
U.S. over 5 years it may be that there are distinctions between those who are LPR and have been
in the U.S. less than five years versus LPR migrants who resided in the U.S. for over 5 years.
Table 2: Percent Latina/os Covered by Health Insurances

CITIZENSHIP
STATUS

NO

YES

X²

Non-citizen/ NonLPR
LPR

65.5%
34.5%
61.968***
(N=194 )
(N=102 )
48.7%
51.3%
1.560
(N=191 )
(N=201 )
Naturalized Citizen
29.2%
70.8%
44.638***
(N=81 )
(N=196 )
U.S.-born citizen
16.1%
83.9%
24.232***
(N=10 )
(N=52 )
Source: Pew Hispanic Center 2007 Hispanic Healthcare Survey
* p.<.05
**p. <.01
***p.<.001

Table 3 presents the binary logistic regression results of influence of citizenship status
and access to health care among Latina/os. There is support for hypothesis 1 in that Latina/os
who are non-citizen/non-LPR are less likely to have a usual place for health care needs than
U.S.-born Latina/os. In particular being non-citizen/non-LPR decreases the likelihood of having
a usual place for health care needs by 86% in comparison to U.S.-born Latina/os. There is also
support for hypothesis 2 in that Latina/os who are LPR are less likely to have a usual place for
health care needs in contrast to U.S.-born Latina/os. In particular, being LPR as opposed to a
U.S.-born Latina/o decreases the likelihood of having a usual place by 83%. In contrast, the
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study data did not support hypothesis 3.Several control factors are associated with having a usual
place for health care needs. The demographic factors of age, gender, length of stay in the U.S.
significantly influence having a usual place for health care services. Specifically, persons 65
years of age and older had an increased likelihood of having a usual place for health care needs
by 286%, in contrast to those who are between 18-30 years of age. In terms of gender, being a
Latino male decreases the likelihood of having a usual place for health care by 74% in
comparison to being a Latina female. In regards to length of stay, Latina/os who are recent
newcomers were less likely to have a usual place for health care needs. Specifically, when
compared to those who have been here less than 5years, the likelihood of having a usual place
for health care needs is 64% higher for immigrants who have been in the U.S. between 6-10
years. Latina/os who have been in the U.S. between 11-15 years’ experience an increase in the
likelihood of having a usual place by 165% in comparison to those who have been here less than
5 years. Similarly, the likelihood for having a usual place for health care services increased by
286% for Latina/os who have been in the U.S. 16 years and over in comparison to those who
have been in the U.S. less than 5 years.
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Table 3 : Logistic Regression Model Predicting the Likelihood of Having a Usual Place for Health Care Needs by Citizenship Statuses
Model 2
Model 3
Model 1
VARIABLES
B
p
Exp(B)
B
p
Exp(B)
B
p
Exp(B)
Citizenship Status
NonLPR/NonCitizen
LPR
Naturalized
Self‐Reported Health Status
Poor Health
Gender
Males
Country Born
Central American
South America
Carribean Islander
Other
Age
31 to 44
45 to 55
56 to 64
65 to 97
Years lived in the U.S.
6 to 10
11 to 15
16+
Income
10 to 25
25 to 30
Language Proficiency
English Proficiency
Bilingual Proficiency
‐2 Log likelihood
Model chi‐square/sig.
DF
N

‐3.168
‐2.546
‐1.942

.000*** 0.042
.003** 0.078
.024*
0.143

Model 4
p
Exp(B)

‐3.156
‐2.541
‐1.937

.000***
.003**
.024*

0.043
0.079
0.144

‐2.038
‐1.81
‐1.718

.029**
.050*
.067

0.13
0.164
0.179

‐1.991
‐1.796
‐1.737

.034**
.053
.065

0.137
0.166
0.176

1.020

0.042

2.774

0.536

0.319

1.71

0.609

0.262

1.839

‐1.474

.000***

0.229

‐1.406

1051.075
67.003/.000
4
1,027
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.000*** 0.245

0.125
0.349
0.414
0.363

0.621
0.404
0.32
0.646

1.133
1.418
1.513
1.438

0.092
0.368
0.395
0.131

0.717
0.384
0.344
0.872

1.097
1.445
1.484
1.140

‐0.298
‐0.386
0.381
1.161

0.141
0.156
0.391
.057

0.742
0.68
1.464
3.192

‐0.261
‐0.344
0.491
1.350

0.205
0.211
0.275
.029*

0.771
0.709
1.634
3.859

.015*
1.706
.000*** 2.824
.000*** 4.296

0.495
0.976
1.350

.025
.001
.000

1.641
2.653
3.856

0.362
.490

.089
.056

1.437
1.633

0.821
0.149

0.226
0.452

2.272
1.16

0.534
1.038
1.458

1056.336
61.742/.000
3
1,027

B

921.323
196.754/.000
16
1,027

915.507
202.571/.000
20
1,027

Source: Pew Hispanic Center 2007 Hispanic Healthcare Survey
Notes: The reference categories are as follows: U.S. –born , good health, females, Mexico, Age
18-30, Years lived in the U.S. 1-5, Income <10,000, and Spanish language proficiency.

Table 4 illustrates the logistic regression results describing the influence of citizenship
status and health insurance coverage among Latina/os. There is support for hypothesis 4 that
Latina/os who are non-citizen/non LPR are less likely to be covered by any type of insurance
(private or public) in comparison to U.S.- born Latina/os. In particular, being non-citizen/nonLPR decreases the likelihood of having insurance by 81% in comparison to U.S.-born Latina/os.
Hypothesis 5 is also supported in that Latina/os who are Legal Permanent Residents are also less
likely to have insurance in contrast to U.S.-born Latina/os. Specifically, being a legal permanent
resident, as opposed to a U.S.-born citizen, decreases the likelihood of having insurance by 71%.
Hypothesis 6 comparing naturalized to US born citizens was not supported.
In terms of control factors associated with having health insurance, the demographic
factors of age, country born, and length of stay in the United States significantly influence
having health insurance. Specifically, those who are of 65 years and older are associated with an
increase in the likelihood of having some form of health insurance by 578% in contrast to those
who are 18-30 years of age. In terms of nationality, being from Central America decreases the
likelihood of having insurance by 45% in contrast to being from Mexico. Lastly, living in the
United States 16 years or more increases the likelihood of having health insurance by 60% in
comparison to individuals who have been here less than 5 years.
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Table 4: Logistic Regression Model Predicting the Likelihood of Being Covered by Any Type of Insurance by Citizenship Statuses
Model 1
Model 2
Model 3
VARIABLES
B
p
Exp(B)
B
p
Exp(B)
B
p
Exp(B)
Citizenship Status
NonLPR/NonCitizen
LPR
Naturalized
Self‐Reported Health Status
Poor Health
Gender
Males
Country Born
Central American
South America
Carribean Islander
Other
Age
31 to 44
45 to 55
56 to 64
65 to 97
Years lived in the U.S.
6 to 10
11 to 15
16+
Income
10 to 25
25 to 30
Language Proficiency
English Proficiency
Bilingual Proficiency
‐2 Log likelihood
Model chi‐square/sig.
DF
N

‐2.34
‐1.651
‐0.814

.000
.000
.030

0.096
0.192
0.443

1312.512
105.411/.000
3
1,027

B

Model 4
p
Exp(B)

‐2.344
‐1.654
‐8.16

.000
.000
.030

0.096
0.191
0.442

‐1.656
‐1.215
‐0.746

0.001
0.009
0.114

0.191
0.297
0.474

‐1.643
‐1.24
‐0.759

0.001
0.008
0.109

0.193
0.289
0.468

‐0.133

0.673

0.876

‐0.306

0.349

0.737

‐0.292

0.377

0.747

0.148

0.286

1.159

0.123

0.379

1.131

‐0.596
.300
.105
‐0.987

0.006
0.345
0.732
0.049

0.551
1.35
1.111
0.373

‐0.597
0.302
0.116
‐0.979

0.006
0.345
0.705
0.056

0.551
1.352
1.123
0.376

0.039
0.129
0.251
1.866

0.828
0.573
0.405
.000

1.04
1.137
1.285
6.459

0.037
0.133
0.284
1.914

0.838
0.567
0.356
.000

1.038
1.142
1.328
6.782

‐0.132
0.197
0.484

0.524
0.41
0.033

0.876
1.218
1.623

‐0.144
0.178
0.468

0.49
0.463
0.045

0.866
1.194
1.597

0.12
0.334

0.505
.120

1.127
1.397

‐0.085
0.032

0.838
0.842

0.919
1.033

1312.334
105.589/.000
4
1,027
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1245.195
172.728/.000
16
1,027

1242.522
175.401/.000
20
1.027

Source: Pew Hispanic Center 2007 Hispanic Healthcare Survey
Notes: The reference categories are as follows: U.S. –born , good health, females, Mexico, Age
18-30, Years lived in the U.S. 1-5, Income <10,000, and Spanish language proficiency

Table 5 illustrates the multinomial regression results on the influence of citizenship status
on the reasons for not having insurance. Note that for these set of analysis I excluded U.S. born
Latina/os since I am focusing on the influence of immigration status on the reasons for not
having insurance. Moreover, several of the control variables had to be re-operationalized in
yes/no dummies due to limited sample sizes across the primary reasons for not having health
insurance. To start with, Latina/os who are non-citizen non-LPR are more likely to attribute their
lack of insurance to their immigration status rather than costs when compared to naturalized
Latina/os. Supporting hypothesis 7, Latina/os who are non-citizen/non-LPR as opposed to
naturalized citizen are 77% less likely to list the primary reason for not having health insurance
as being “too expensive” as opposed to their immigration status. No significance was found
between naturalized citizens and legal permanent residents.
When analyzing the reason of “employer does not offer insurance” in contrast to
immigration status, I find similar results. In particular, Latina/os who are non-citizen/non LPR as
opposed to naturalized citizens are 83% less likely to list the primary reason for not having
health insurance as being “employer doesn’t offer plan” as opposed to their immigration status.
No significance was found between naturalized citizens and legal permanent residents. Lastly,
Latina/os who are non-citizen/non-LPR as opposed to naturalized citizens are 84% less likely to
list the primary reason for not having health insurance as being “other “which includes
“insurance not needed, poor health, and family members insurance doesn’t cover” as opposed to
their immigration status.
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Table 5:Multinomial Regression Model Predicting the Likelihood of the Primary Reason for Not Having Health Insurance
INDEPENDENT VARIABLES
TOO EXPENSIVE
EMPLOYER
OTHER
B
p
Exp(B)
B
p
Exp(B)
B
p
LPR
.671
.290
1.957
.579
.427
1.785
.541
.392
NON‐CITIZEN/NON‐LPR
‐1.460
.009
.232
‐1.790
.011
.167
‐1.859
.001
INJURY ZERO DAYS
.377
.234
1.458
.059
.891
1.061
.321
.294
AGE 31‐44
.482
.167
1.619
‐.183
.717
.833
.177
.594
AGE 45+
.285
.531
1.330
‐.255
.683
.775
‐.653
.157
COUNTRY‐MX
‐.435
.235
.648
.497
.359
1.643
.032
.931
GENDER(MALE)
‐.193
.520
.824
‐.242
.554
.785
‐.320
.272
YEARS LIVED IN U.S. 6‐10
.636
.082
1.888
.369
.527
1.447
‐.092
.787
YEARS LIVED IN U.S. 11‐15
1.069
.029
2.911
1.841
.005
6.300
.291
.541
YEARS LIVED IN U.S. 16+
1.908
.000
6.741
2.022
.006
7.556
.887
.094
INCOME10,000‐25,000
‐.278
.432
.758
‐.532
.293
.587
‐.384
.255
INCOME 25,000‐30,000
.596
.252
1.815
1.188
.063
3.279
.629
.209
PRIMARY LANGUAGE SPANISH .112
.755
1.118
.695
.180
2.004
.015
.966
‐2LOG LIKELIHOOD
924.485
MODEL CHI‐SQUARE/SIG. 157.058/.000
DF
534/1027

Exp(B)
1.717
.156
1.378
1.194
.520
1.032
.726
.912
1.338
2.427
.681
1.876
1.015

Source: Pew Hispanic Center 2007 Hispanic Healthcare Survey
Notes: The reference categories are as follows: naturalized citizen, injury 1-3 days, females, other countries, age 18-30, years lived in
the U.S. 1-5, Income <10,000, and other language proficiency.
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Conclusion
This study examined health care access in the United States among Latina/os. The key
objectives of this research were to analyze if citizenship status (undocumented,
LPR/documented, naturalized citizen and U.S. born) influences whether Latina/os have a usual
place to visit for their health care needs and the likelihood of having health insurance (private or
public). I also examined the reasons why Latina/os lacked health insurance. Data from the Pew
Hispanic Center 2007 survey on “Hispanics and Health Care in the United States: Access,
Information and Knowledge” was utilized for this study.
A major finding of this study relates to the influence of citizenship status on health care
access. Those who are non-citizen/ non LPRs, the proxy for undocumented migrants, are 86%
less likely to have a usual place for health care needs than U.S. citizens. Similarly, those who are
LPR are 83% less likely to have a place that they frequent for their health care needs in contrast
to U.S. born. This suggests a gap in health care access between undocumented and documented
Latina/os in comparison to the ethnic counterparts who are born in the U.S. Examining whether
individuals have a usual place for health care needs is important given that those without it are
less likely to receive preventative care , diagnosis and treatment for preventable and contagious
disease (Bernstein, Chollet, & Peterson, 2010) . This finding is in line with scholarship
documenting the lack of incorporation for Latino/as into the formal health care system in the
United States, particularly among their immigrant population ( Durden, 2007) and extends this
literature by highlighting the magnitude of the disparities in access to health care for
undocumented and documented migrants. Interestingly, naturalized Latina/os do not significantly
differ from U.S. born Latina/os in terms to access to health care signaling the value of having
U.S. citizenship for access to health care.
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A second major finding regards the influence of citizenship status on health insurance
attainment. This issue is important to consider given that Escarce and Kapur (2006) argued that
“Health insurance is the single most important predictor of health care utilization.” I found that
undocumented migrants are 81% less likely to have health insurance (private or public) than U.S.
born Latina/os. While undocumented migrants are explicitly excluded from public forms of
health insurance, my study finds that they are also less likely to have either public or private
health insurance.
There is also a gap in health insurance attainment along citizenship statuses. While
presumably being documented may be associated with increased health care options; this is not
the case in this nationally representative sample of Latina/os in the U.S. In particular, those who
are LPR are less likely to have private or public insurance assistance than their Latina/o
counterparts born in the U.S. My study results are consistent with Prentice et al. (2005) who
found that undocumented individuals are less likely to have insurance followed by documented
migrants, naturalized citizens, and then U.S. born citizens. While Prentice and colleagues
focused on health insurance coverage, my research analyzed usual place for health care in
addition to insurance. While health insurance and having a usual place for care are both measures
of access to health care an individual may still report having a usual place for care without
having health insurance. An example of this can occur if an individual considers ER visits as a
usual place for care. According to Prentice et. al. a possible explanation for being uninsured
among the LPRs could be attributed to the PRWORA of 1996. This banned legal permanent
residents from receiving any type of governmental assistance for the first five years of living in
the United States (KING, 2007), however, it does not explain why they are less likely to have
any type of insurance, when compared to U.S. born, including private insurance. Both hypothesis
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3 and hypothesis 6 which compared the health care access of naturalized citizens to U.S born
citizen were not statistically significant. This suggests that naturalized Latina/os are not
statistically different than U.S. born Latina/os in regards to access to health care and health
insurance.
The above findings showing an apparent disparity in insurance coverage by citizenship
status caused me to further investigate if this was attributed to immigration status. A major cause
for disparities in insurance coverage is attributed to low income. However, I found that
undocumented Latina/os are more likely to attribute their lack of insurance to their immigration
status rather than to the costs. It is also possible that the lack of insurance may be the result of the
workplaces that immigrants are concentrated . Since, non-citizen/ non-LPR are not officially
permitted to be employed in the U.S., this subpopulation of immigrants may be relegated to the
informal sector of the economy where insurance benefits are mostly nonexistent (Ku, 2006).
However, undocumented immigrants appear more likely to perceive that their lack of health
insurance is attributed to their immigration status rather than to their employer not offering
insurance. It is important to note that undocumented migrants about their immigration status
being the reason why they do not have health insurance could be attributed to their response
being a subjective perception as employers might not provide health insurance to all employees
in spite of immigration status. However, controlling income Latina/os who are non-citizen/ nonLPR perceive immigration status rather than employer does not offer it as the primary reason for
not having insurance.
Limitations and Future Research
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The limitations of the study should be taken into consideration when interpreting its
findings. First, a more refined conceptualization of undocumented immigrants would better
capture the experiences of unauthorized migrants in comparison to others immigrants with what
Menjivar calls liminal legality where an individual is “neither an undocumented status nor a
documented one, but may have the characteristics of both” (2006,pg.1008). Although, according
to Passel (2002) only an estimated 7 % fall into this category of liminal legality while 93% of
noncitizen Mexican immigrants without a green card are believed to be undocumented. Due to
the vulnerability of undocumented migrants it is difficult, and some even argue undesirable, to
include data on unauthorized status in a quantitative survey. Indeed, the PEW Center is one of
the few datasets that collects data on various citizenship statuses beyond citizen and non-citizens.
Second, due to the generalized questions on health care access in the data set, a great deal of the
detail is missed regarding essential health care behaviors. For example, how undocumented
migrants obtain health care from Latin American countries and specifically the manner in which
migrants may be self- treating as opposed to seeking formal health care. Indicators of these
questions are found in the dataset but they do not go enough into depth. This is important to
consider given that Weigel & Armijos (2012) found that seasonal farm workers on the U.S.Mexico border reported that migrants utilized health care services in Mexico due to the lower
cost of services, prompt appointments, convenience, and cultural understanding from Mexican
physicians. Third, the regions that were included in the survey— Northeast, North Central,
South and West— are too board to capture dynamics of place that may influence Latina/os
access to health care. For instance, there may be differences in health care in traditional vs. new
Latina/o migrant destinations. Fourth, I was not able to distinguish between public and private
health insurance due to limitations in the data. Being able to make the distinction between public
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and private is important to analyze the extent to which immigrants are using public health
insurance and will also allow for an assessment of the degree to which migrants lacking health
insurance is attributed to it not being offered in the second-tier jobs that migrants are relegated
to.
In regards to future research, should examine the available safety nets for Latina/os who
do not have a usual place or health insurance as well as examine access to safety nets across
citizenship status and nationality. Some other safety nets that uninsured immigrants may rely on
include a “patchwork of health care providers and social service agencies—public hospitals,
community health centers, local clinics, and some primary care physicians that offers a
combination of medical care and other services, such as language translation and transportation,
to uninsured and vulnerable citizens”(Bornemeier, 2005, pg. 2).It will be particularly interesting
to whether Smith’s (2001,pg. 63) finding that some uninsured immigrants may choose to secretly
purchase health care from within their communities from “unlicensed, uncertified, and often
unqualified practitioners” varies by citizenship status. Underground health care has become
prevalent in communities with large populations of immigrants, when immigrants are either
unable or unwilling to use U.S. health care services (Smith, 2001). Additionally, LPR category
should be expanded to those who have been here less than 5 years and those who have been here
over 5 years being that those who have resided in the U.S. less than 5 years do not qualify for
public health insurance.
Policy Implications
After the full implementation of PPACA 24.5 percent of the uninsured population will be
undocumented immigrants while 16.2 percent will be Legal Permanent Residents who do not
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qualify for assistance and cannot afford to purchase subsidies (Buettgens, &Wake, 2011). With
increased insurance availability for qualifying individuals, monies will be redirected and there
will be national budget cuts for safety net hospitals. Indeed, it is estimated that safety net hospital
payments (funding contributed to hospitals that are used as safety nets) will be reduced by 18
billion from 2014-2021 (Buettgens & Wake, 2011) Federal budget cuts were estimated at $200
million in 2010 and $600 million in 2011. Additionally, non-citizen/ non-LPRs will be ineligible
for federal or state health coverage, prohibited from purchasing subsidies, and ineligible for
premium tax credits or low payments; non-citizen/non-LPR children are not exempt from these
restrictions( NILC, 2013). With the funding for safety nets reducing substantially most safety
nets will not be able to meet the needs for the uninsured population depending on them for health
care services. My study suggest that because of this, it is likely that the gap in health care access
between citizens and immigrants is likely to increase.
Summary of Findings
In summary, my research shows lower levels of health care access for undocumented
migrants and LPRs in contrast to U.S. born Latina/os. Also, undocumented migrants reported
their immigration status as the main barrier for not obtaining health insurance as opposed to
health insurance being too expensive or it not being offered by their employer. My study expands
on previous research by examining citizenship status, rather than general immigration statuses
such as generational differences or foreign- born vs. native- born distinctions. Moreover, when
citizenship status is examined, it is usually restricted to dichotomous distinctions of citizen vs.
non-citizen. Therefore, my study highlights the importance of noting the heterogeneity of
citizenship statuses among Latina/os and the large impact on health care access and health
insurance attainment.
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Appendix A

Frequencies for Dependent and Independent
Variables
DEPENDENT VARIABLES
USUAL PLACE
INSURANCE
INDEPENDENT VARIABLES
NON-CITIZEN/NON-LPR
LPR
NATURALIZED
U.S. BORN
CONTROLS
GOOD HEALTH
POOR HEALTH
MALE
FEMALE
AGE 18-30
AGE 31-44
AGE 45-55
AGE 56-64
AGE 65-97
YEARS LIVED IN THE U.S.(1-5)
YEARS LIVED IN THE U.S.(6-10)
YEARS LIVED IN THE U.S.(11-15)
YEARS LIVED IN THE U.S.(16+)
COUNTRY BORN-MEXICO
COUNTRY BORN-CENTRAL AMERICA
COUNTRY BORN-SOUTH AMERICA
COUNTRY BORN-CARRIBEAN
COUNTRY BORN -OTHER
INCOME LESS THAN 10,000
INCOME 10,000-25,000
INCOME 25,000-30,000
PRIMARY LANGUAGE ENGLISH
PRIMARY LANGUAGE SPANISH
PRIMARTY LANGUAGE BILINGUAL

FREQUENCY

PERCENTAGES

786
551

77%
54%

296
391
377
62

29%
38%
37%
6%

979
48
546
481
308
358
172
86
102
195
227
154
451
705
118
58
127
19
222
585
219
32
276
719

95%
5%
53%
47%
30%
35%
17%
8%
10%
19%
22%
15%
44%
69%
11%
6%
12%
2%
21%
57%
21%
3%
27%
70%

Source: Pew Hispanic Center 2007 Hispanic Healthcare Survey
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